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senile gangrene, 9 were cured, 5 dying. The fatal result was due to 
gangrene of the flaps and sepsis in two cases (one Lisfranc’s amputation, 
one through the leg, both in the early days of antisepsis) ; in one case a 
man, aged eighty years, died at the end of nine days, from heart failure; 
one man, aged seventy-eight years, succumbed to hypostatic pneumonia ; 
and another, aged fifty-two years, died at the end of nine days, with 
myocarditis, nephritis, and ascites. The list shows that through the 
high amputation all patients were saved who were not severely afflieted 
with some general disease. 

Careful study of the cases of Hutchinson and Kuster, together with 
the observation of others in which disaster has followed low amputation, 
serves to convince me of the wisdom of the course indicated, and in so far 
as we may be guided by present knowledge, I think that we may accept 
as authentic this statement of Heidenhain's: 

“ So long as the gangrene be confined to one or two toes, one may wait 
and abstain from other than general antiseptic treatment, with high 
position of the limb, allowing the part to be spontaneously thrown off. 
If the process extends, however, to the dorsum or sole of the foot, one 
should amputate above the condyles of the femur. 

“ Amputation below the knee is almost always followed by gangrene 
of the flaps, and brings the patient in danger. High amputation is 
indicated, then, when the gangrene progresses, even though the patient 
be without fever.” 


AN UNUSUAL CASE OF TUBERCULOSIS. 
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E. H., Concord Street, Philadelphia, male, aged twenty-nine years. Of 
tuberculous family; general health had been good prior to July, 1888, 
at which time he had a small ischio-rectal abscess, which was opened by 
Dr. Hearn, and completed into a fistula, the second operation for which 
was made early in August of the same year. The fistula was slow in 
healing; otherwise his general health was good. He returned to his 
occupation, that of a clerk, and did not complain of any symptoms 
until February, 1890. About the middle of February he was taken 
with an acute attack of pleurisy, which presented some unusual charac¬ 
teristics. It affected more particularly the left Bide, the pain and fric¬ 
tion being well marked at the apex, while the lower and anterior surface 
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of the pleura was the seat of well-marked and extensive dulness—so 
marked, indeed, that the effusion at one time almost demanded tapping; 
however, under suitable internal remedies and counter-irritation it 
disappeared. 

There had been marked hyper-resonance over the right lung and 
apparently over the left apex ; this now gave way to slight dulness over 
the left apex with crepitant rales. The evidences of pleurisy had disap¬ 
peared, and the patient’s general condition was so good that he failed 
to consult hi3 professional attendant until the middle of June, when the 
following symptoms and physical signs were noticed. 

The symptoms were Blight pain over the left apex, not increased by 
inspiratory efforts nor by coughing; slight hacking cough, which did not 
annoy him very much and was attended by a very slight expectoration, 
at no time bloody, nor was it thick and muco-purulent in character. 
He complained of some shortness of breath on exertiou, with decided 
hectic fever in the afternoons; had lost considerable flesh, but his appe¬ 
tite and digestion remained good. 

The physical signs whicn presented themselves were as follows: 
Marked dulnes3 over the left apex, extending dowmvard as far as the 
fourth intercostal space, there were no respiratory murmurs to be heard 
over the dull area; the lower portion of the lung seemed to be hyper¬ 
resonant, although emitting some crepitant rales. In the third inter¬ 
costal space, about one inch to the left of the sternum, was a soft 
nodule which gave distinct fluctuation and became tense and hard 
duriug any attack of coughing. The right apex might have been 
slightly dull, although no note was made of it at the time. 

This examination was made on July 3, 1890; he was prescribed 
syrup of hydriodic acid in teaspoonful doses, three times a day ; he.bore 
this well, and returned July 27, very much improved, as he thought. 
At this time the physical signs did not seem to have changed; a heart 
note was made—no lesions could be noted. Treatment continued 

He was not seen again until August 13, when Dr. Coplin was sum¬ 
moned, and found the abscess had opened and discharged about two 
ounces of thick creamy pus containing small flocculi, slightly blood¬ 
stained. The opening through which it discharged was about as large 
as a pea, its edge thin and undermined, exposing to view the third 
costal cartilage, which was eroded and almost divided through. 

This small opening communicated with a cavity about as large as a 
teacup, and could readily be made out, although its walls could not be 
discerned with any clearness. During the first twenty-four hours after 
the opening of the abscess no air passed in or out during the respiratory 
movements. However, on the second day after its opening the patient 
had a slight hemorrhage from the wound, amounting to one or two 
drachms and associated with slight hemoptysis; at the same time air 
was noticed to have entered through the opening, and from that time 
until his death whenever the openiug was exposed respiration could be 
carried on entirely through it with the nose and mouth closed. Hi3 
general condition seemed good, he was cheerful, had slight night sweats, 
appetite and digestion good, bowels regular, and his sleep very good, 
although at times annoyed by slight coughing. He had almost no 
expectoration. 

About the middle of August Dr. O. P. Rex was asked to see the 
case. At that time there was a slight dulness over the right apex, with 
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no other evidences of further tubercular infection. The method by 
which he would empty this cavity was extremely interesting. He would 
seat himself on the side of the bed and take a large basin in his lap ; 
he would then take a deep inspiration, leaning well back, followed by 
suddenly throwing himself forward over the basin, and, closing his 
mouth and nose, force the expired air out through the hole in his chest, 
bringing with it at least three or four ounces of thick tuberculous 
sputum; he would then feel relieved and lie down and dnjoy an hour 
or so of quiet rest. The opening had now extended in size until it 
was as large as a silver half-dollar; the third costal cartilage, which had 
bridged the opening, was entirely destroyed and the two eroded ends 
could be seen at the inner and outer margins. With a bull's-eye lantern 
the large cavity could be readily seen, and its walls, posterior, external, 
and internal, could be easily made out. Extending across the cavity 
at various points, were remnants of bloodvessels or bronchial tubes, or 
possibly both, with branches jutting off in different directions, many of 
them uniting and some of them hanging as shreds from larger trunks; 
some of these showed saccular enlargements, and many of the saccular 
enlargements were open, showing small cavities inside, evidently com¬ 
municating with other bronchial trunks through which air could be 
seen passing in and out. The cavity looked sufficiently large for the 
admission of two good sized fists. 

Upon the floor of the cavity—that is, the inferior boundary—could 
be distinctly noticed the filling and emptying of the cardiac auricle; 
the filling could be distinctly noticed as synchronous with the pulse. 
This seemed to indicate that the auricle filled while the ventricle was 
emptying itself. Pulsation could not be observed in any of the branches 
which passed through the abscess cavity. 

After the initial hemorrhage, which occurred shortly after the abscess 
opened, no further hemorrhages were observed. Many of the branches 
which traversed the cavity disappeared, and its opening gradually 
enlarged to nearly twice the size of a silver dollar. His general con¬ 
dition very gradually became worse, and death occurred on the 27th of 
October from exhaustion. 

Treatment. —The treatment was entirely symptomatic. There were 
few symptoms which called for treatment; his cough rarely demanded 
it, and when it did, seemed to be relieved more by inhalation of one or 
two drops of chloroform upon a handkerchief held over the opening in 
the chest. The opening was kept surrounded and covered by corrosive 
sublimate gauze, and as at one time the discharge became fetid he was 
ordered a gauze moistened with a solution of eucalyptol, chloroform, 
and iodide of ethyl, each a drachm in four ounces of fifty per cent, 
alcohol, this controlled the cough and entirely removed the fetid odor. 
It was used only when occasion demanded it, and then for brief inter¬ 
vals, 15 or 20 minutes ; it rarely produced any symptoms of anaesthesia 
and but slightly accelerated the heart’s action. 

Laboratory Notes. —The pus from the abscess was stained both by 
Gram’s method and by the Koch-Ehrlich method ; by Gram’s method 
streptococci and staphylococci, also diplococci and bacteria were well 
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stained. These were afterward isolated and proven to consist of the 
following microorganisms: 

1. Streptococcus pyogenes. 

2. Staphylococcus pyogenes, areus and albus. 

3. Bacteria termo and lineola. 

4. Various forms of mould, not isolated. 

A diplococcus was noted as present in the pus, but the culture experi¬ 
ments failed to isolate it. 

By both Gram’s and the Koch-Ehrlich methods the bacillus of tubercle 
was well stained and found to be present in large numbers. The sputum 
expectorated did not show the bacilli of tubercle until after the opening 
externally of the abscess, when they were present in large numbers, as 
well as in discharges from the abscess cavity. Numerous examinations 
were made of the sputum and discharge, the observations extending 
over several months, and at no time was there absence of the micro¬ 
organisms above stated. 

The accompanying cut shows the organisms present; also the fact 
that moulds were growing in the abscess cavity; these were proven to 
be members of the aspergillus group. 



Beck's objective, homogeneous immersion, Oc. c, composite field; camera lucida 
drawing. 

a, a. a. Tubercle bacillus. <i, 6, A, Tubercle bacillus with spores (?). b. Micrococci 
In zoogltea. e. Streptococci, d. Diplococci. e. Tetrncocci. f. Lcptothrix. g. Mould 
fungi. A. Yeast fungi. 

Remarks.— While this case presents many features of unusual in¬ 
terest, its history, associated with minute study of the accompanying 
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process, shows that it is but an extraordinary combination of complex 
infective processes. It is to be assumed that the pleurisy which he had 
was plastic in character and firmly united the visceral and parietal 
layers of the apiceal pleura together, thus occluding the lower half of 
the left cavity from that portion of the pleura which covered the apex. 
That this pleurisy was tubercular in origin and associated with active 
tubercular processes in the apex is hardly to be doubted; these even¬ 
tually becoming infected with microorganisms of suppuration (secondary 
infection), thus leading as an inevitable result to the development of 
pus, which extended and burrowed through the anterior chest-wall. 
One of the most interesting and at the same time most benevolent features 
of this unique pathological process is the fact that its walls so thoroughly 
limited and prevented its opening into some of the larger bronchi until 
an external opening- had been provided; it is also a very remarkable 
occurrence in the fact that this extensive process was unassociated with 
any hemorrhagic development. Whether the ischio-rectal abscess was 
of tubercular origin or not cannot be definitely stated, as no examinations 
were made for the bacilli of tuberculosis. It is, however, to be presumed 
that the pulmonary process was probably caused directly from infection 
through a primary cheesy nodule or caseous mass somewhere else than 
in the lung itself; this, of course, cannot be proven. 

It is extremely unfortunate that more minute observations could not 
have been made upon the cardiac condition, and if possible graphic re¬ 
presentations of the inter-thoracic viscera have been made. It 13 also 
to be regretted that no post-mortem could be obtained. 



